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THE PHYSIOTHERAPIST IN THE ,OBSTETRIC TEAM
HELEN LAWRENCE
With the term obstetric physiotherapist
coming into more frequent use, it seems op-
portune to examine what it means.
I recently had the privilege of spending
a week at a refresher course for midwives
run by the Royal College of Midwives in
London. Lectures were given by leading
London hospital consultants on obstetric
trends and techniques in the United King-
dom. There were discussions on Family Plan..
ning and Community Care. There was a
symposium entitled "Human relationships in
the care of mother and baby". How much
should the obstetric physiotherapist know
about all this?
Rhodes (1971) says "Physiotherapy in an
obstetric context is hard to define".. But that
"the essential features are to teach the patient
body awareness". He also stipulates that these
physiotherapists "need special training since
their role is in large measure psychothera-
peutic, especiall'y in the ante-natal period".
Ante-natal training for labour is not new.
It began in Britain more than 30 years ago
with Read and Vaughan and Randall'. In
recent years it has become widely accepted
and used. But if the physiotherapist wants to
be part of the obstetric team, she should have
a full understanding of the management of
pregnancy and of the mechanics of labour,
both from the theoretical viewpoint and from
practi~al observation in the labour wards.
In the past, the obstetrician was inclined to
send only the expected "normal delivery" to a
physiotherapist, the woman who would "do
well" with training in relaxation. The sus..
pected difficult labour was not referred in
case a hypothetical physiotherapist should
make enthusiastic claims causing eventual
disE\ppointment. Certain methods of teaching
had a reputation for being fanatical. The
attitude is changing, due in part to physio..
therapists' adaptability in fitting into the
obstetric scheme, hut also to increasing labour
ward awareness of what ante..natal training can
achieve. It is quite common now for patients
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who are to be allowed a trial of labour to be
sent for instruction. Patients in hospital, with
high blood pressure or even ante-partum
haemorrhage, can often continue with a modi..
fied programme directed especially towards
prevention of deep venous thrombosis and
embolism. It is realised that patients with all
kinds of mechanical problems (for example,
disproportion) will still benefit by having been
taught relaxation, perhaps even more than
those who have straightforward labours. Of
course, as regards a primigravida, the problem
often arises only during labour; but a woman
in her second pregnancy, with a history of a
difficult first fabour is frequently sent ex..
pressly to a physiotherapist.
OBSTETRIC PHYSIOTHERAPY
Obstetric physiotherapy involves:
1. Ante-Natal Instruction, which should
include-
(a) Information about pregnancy and
labour
(h) Teaching of body awareness
(c) Teaching of relaxation and breath..
ing techniques.
2. Post-Natal Instruction as routine hos-
pital procedure.
3. Instruction of student midwives and
liaison with labour ward staff.
This last can only he undertaken with a
basic knowledge of theoretical midwifery,
combined with an appreciation of obstetrical
difficulties and of modern trends in ohstetrics~
Like most other branches of medicine,
obstetrics is becoming an exact science, using
machines, recording devices and exhaustive
tests in an effort to determine the degree of
danger for mother or child thought to he "at
risk".
In a study made by Mr. Kirk, M.R.C.O.G.,
Senior Registrar at the West Middlesex Hos..
pital, London, identity of the risk factors was
obtained from three categories:
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1. General. This included age (over 35),
parity, height (under 5 It.) , socio-
economic and regional factors.
2. Particular. This included hypertension,
ante-partum haemorrhage, post maturity,
low weight for gestation, multiple preg-
nancy, previous asphyxiated infant,
smoking and diabetes.
3. Contributory. This category was divided
into two - maternal and foetal factors ..
The maternal factors included aci..
dosis (now rare), anaesthesia, epidural
~ regional hypotension, shock (e.g.
placenta praevia), cardiac failure, pul..
monary insufficiency, and anaemia
(gross degree).
The foetal factors were infection,
malformations, Rh incompatibility,
trauma, ante..partum haemorrhage and
cord complications.
Patients considered to be "at risk" have
special tests done serially during the ante-
natal period, together with traditional methods
of assessing foetal condition. These tests in..
ciude measurement of oestriol in urine and
examination of the amniotic fluid in Rhesus
incompatibility and for foetal maturity. Using
this information, foetal monitoring during
labour can he carried out if it is thought
warranted. The instrument used is a cardia..
phone which records contraction of heart
muscle and keeps a continuous check on the
foetal heart. The electrical device is connected
to a microphone which is strapped by means
of a belt to the patient's abdomen. In some
hospitals the equipment is connected to a
computer which picks up abnormal irregu-
larities and rings a warning hell if a danger
level is reached. Foetal monitoring is useful
if foetal distress is anticipated, or after ex-
ternal version, oxytocin induction, surgical
induction, during trial of labour or forceps
application and traction.
Modern ultrasound techniques are invalu-
able to obstetrics. Foetal heart rate can be
intermittently checked with the "Doptone" or
"Sonicaid", instruments using Doppler effect
to feed the beat frequency to a loudspeaker or
stethoscope. Disproportion can be detected by
using a Diasonograph, a measurement of the
foetal head size with a very low and harmless
wattage of ultrasound (20 mWI cm2) .
Important uses of the Diasonograph are the
progressive measurement of foetal skull
growth, combined with XRray to determine
the possibility of cephalo-pelvic disproportion,
and the measurement of the head in a breech
presentation. This is decisive information as
to whether the obstetrician should attempt
breech delivery or do an elective Caesarean
operation.
Ultrasound diagnosis is not yet in general
use in Australia, owing to the high cost of
equipment. But work has been done in diag..
nosing pregnancy by using an ultrasound
"echogram", in locating placental site and
distinguishing hydatiform mole, besides mea-
suring foetal and pelvic dimensions.
Amniocentesis was introduced as a diag-
nostic measure in the mid 1950's. Initially its
use was in determining the severity of afHic-
tion of the Rhesus-affected baby. More
recently, measurement in amniotic fluid of
urea, creatinine and lipids have been used to
provide an index of maturity of the foetus.
The introduction of these measurements has
helped to safeguard the neonate against death
from respiratory distress syndrome following
inadvertant premature induction of labour.
An obstetric physiotherapist is asked all
kinds of questions. There will be many times
when she does not feel justified in giving a
complete answer and indeed should refer
many questions back to the obstetrician. This
is a matter for her own judgment. But in
order to inspire confidence, some sort of ex-
planation must be given, and some knowledge
of the kind of test, treatment or procedure in
question should at least form a background in
her own mind.. She should be able to dis ..
tinguish between the normal annoyances of
pregnancy, for example, low backache, sciatic
pressure, T 11..12 syndrome, cramp in the
uterine ligaments and so on, from the ab·
normal symptom which ought to he reported
to the obstetrician.
The school that believed that the patient
who had absorbed the dogma of "natural
childbirth" should need no recourse to drugs
is fortunately on the wane. The obstetric
physiotherapist will need to know about the
type of drugs used, oxytocics, gas and air
technique, cervical and pudendal block and
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local infiltration of the perineum and epidural
anaesthesia.. Bearing in mind that an analgesic
should be non-toxic, should not affect the
foetus or the central nervous system and
should not diminish uterine contractions, no
drug is entirely satisfactory. By teaching her
patients "control", the physiotherapist may
be able to cut down on the analgesics the
patient would have needed, had she had no
training. And by explaining the inhalation
apparatus, she may acclimatise the patient to
the idea of using it intelligently, rather than
having recourse to drugs, such as pethilorfan,
in late first stage, thus preventing a carry-
over of analgesia into second stage when it
could affect the foetus and/or the mother's
expulsive effort.
All ante..natal training is in vain if the
mother-to-he is not sanguine about the actual
hirth, and this is the part she is always most
interested in. It is no good suppressing dis..
cllssion about episiotomy, forceps delivery or
Caesarean operation. Pregnant women are
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notoriously vulnerable to alarmist propaganda
from relatives. Some explanation of all
methods of delivery must he attempted, in-
cluding ventouse extraction. A woman who
knows what to expect and is confident about
what she can do about it, will perform to the
best of her capabilities whatever the circum-
stances.
CONCLUSION
The role of the obstetric physiotherapist has
heen examined, with particular reference to
modern trends in obstetrics and the likelihood
of the potential "at risk" patient being re-
ferred more often than in the past for ante-
natal training.
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